) STATE OF FLORIDA
AGENCY FOR HEALTH CARE ADMINISTRATION

August 6,1998

Ms. Nancy-Ann Min DeParle
Administrator

Department of Health & Human Services
Health Care Financing Administration
7500 Security Boulevard, C-3-18-26
Baltimore, MD 21244-1850

Dear Ms. DeParle:

Florida is very pleased to accept your award for the waiver “Extending Medicaid Family
Planning Benefits for Postpartum Women” and the Department of Health & Human Services’
Terms and Conditions, and Protocols.

Enclosed is the Administrative and Operational Protocol for Florida’s Family Planning Waiver.
We have responded to all administrativeand operational issues presented in Attachment B of the
Terms and Conditions document dated August 6,1998.

| appreciate your efforts on behalf of the people of Florida. | am concerned, however, about the
waiver effective date of September 1, 1998. As you know, Florida was prepared to initiate this
project in July. | understand that the approval letter was delayed for administrativereasons.
However, | urge you to permit us to begin outreach activities on August 10, 1998 and allow us to
receive federal reimbursement for these efforts. We recognize that outreach is vital to the
success of our waiver in reaching women eligible for family planning services.

Thank you for your continued assistance. If you require additional information, please call Bob
Sharpe, Bureau Chief, Medicaid Program Development at (850) 487-2958.

Sincerely,

<f) S/ 7

.. Richard T. Lutz, Director
Division of State Health Purchasing

Attachment

cc: Mr. Eugene Grasser, HCFA Regional Office

MEDICAID ADMINISTRATION
P.O. BOX 13000 * TALLAHASSEE, FLORIDA 32317-3000
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FLORIDA FAMILY PLANNING WAIVER

Administrative and Operational Protocol
August, 1998

Introduction. Under the Special Terms and Conditions and Attachment B, established by the
Health Care Financing Administration (HCFA), the state of Florida is required to submit a
protocol document that provides a single source for policy and operating procedures applicable
to this demonstration project no later than 60 days prior to the implementation date.

This protocol has been developedjointly by the Florida Department of Health (DOH) and the
Agency for Health Care Administration (AHCA).

The demonstration, which consists of two components, outreach and services, will last for five
years. The outreach componentwill begin on August 10,1998, and the service component will
begin on September 1,1998. If, during the course of the demonstration this protocol must be
amended, DOH and AHCA will develop the necessary changes and submit them to HCFA for
approval at least 90 days before the proposed date for the change to take place. The protocol
addresses the issues in the order in which they were presented on Attachment B.

1. The organizational and structural administration that will be in place to implement,
monitor, and run the demonstration, and the tasks that each will perform.

In collaboration with the Florida Department of Health, AHCA will implement, monitor,
and operate the demonstration. Staff inthe AHCA Medicaid Program Development and
Medicaid Waivers Sectionhave been designated to perform the necessary tasks outlined
in the Special Terms and Conditions. The AHCA contact for the waiver is Alan Strowd.

2. A complete description of Medicaid family planning services covered under the
demonstration.

a. Initial Familv Planning Visit. The following minimum components must be
provided during an initial family planning visit and documented in the recipient’s
medical record: health history, pre-examination education session, physical
examination, required laboratory tests, selection of contraceptive method,
provision of supplies, and post-examination interview.

b. Annual Familv Planning Visit. The following minimum components must be
provided during a family planning annual visit and documented in the recipient’s




medical record: updating the original data in the patient record, physical
examination; required laboratory tests; addressing renewal needs of contraceptive
method; and post-examination interview.

C Counseling Visit. Counseling visits are rendered to discussthe family planning
method chosen, or to discuss other available methods. The following components
must be provided and documented in the recipient’s medical record: all
information necessary to increase the recipient’s understanding of and motivation
for family planning, provision of supplies for the contraceptive method, and
identification of any problems with the current birth control method.

d. Supply Visit. Services during a supply visit are rendered to assess the recipient
and to provide family planning supplies such as birth control pills or condoms.
The following minimum components must be provided and documented in the
recipient’s medical record: check of weight and blood pressure, check for any side
effect of medications, and provision of suppliesor prescriptions for the
contraceptive method.

e. Laboratory Services. Laboratory tests performed during the above visits may
include: hemoglobin and/or hematocrit, urinalysis, cervical pap smear, screening
for sexually transmitted diseases, rubella titer, tuberculin skin test, and pregnancy
test.

f. Other Services. Other family planning services include: norplant services
consisting of the system, insertion, and removal with re-insertion; 1UD services,
including the system, insertion and removal; diaphragm and cervical cap services,
including the device and the fitting of the device; Depo-provera; colposcopy and
colposcopy with biopsy (at the state’s standard Medicaid FFP); and sterilization.

g. Treatment of Abnormal Lab Results. Treatment of abnormal lab results will
include: antibiotics necessary for treatment of vaginal, urinary tract infections, or
sexually transmitted diseases, and referral as needed to other health care providers
(at the state’s standard Medicaid FFP).

h. Transportation Services. Transportation services, which may include taxi, bus,
other public transportation options (at the state’s standard Medicaid FFP).

A description of the provider capacity and provider education plans for this
program.

Florida Medicaid is confident there is a sufficient number of enrolled family planning
providers in addition to its extensive MediPass provider network, which includes
approximately 5,200 providers.




The 67 county health departments have more than 200 satellite clinics located throughout
the state. There are 95 Federally Qualified Health Centers (FQHCSs) located in areas of
medically underserved populations and 116 Rural Health Clinics (RHCs) in designated
areas.

All of these providers are qualified to provide family planning servicesto Medicaid
patients. We will heighten awareness of the availability of the program to MediPass
providers, the county health departments, RHCs and FQHCs with announcements
provided through our quarterly Medicaid Bulletin, Remittance VVoucher Banners, and
Provider Letters. The Florida Department of Health (DOH) will initiate a media
campaign in August 1998that will be directed toward all types of providers. The
campaign will be conducted with pamphlets, radio and television announcements,
billboards and posters. Additionally, both DOH and AHCA staff will make presentations
to various provider organizations and interest groups on an ongoing basis.

A detailed plan for monitoring the coordination of care, utilization, and payment for
services. (This must ensure that all necessary services are provided to customers
without duplicate payments being made, including a quarterly report requirement,
and also how a patient’s confidentiality will be protected.)

There will be no duplication of family planning services in the Florida Medicaid
Program. A special eligibility category of “FP” will be created in Florida’s Medicaid
Management Information System (FMMIS) to accommodate the target population.
Members of the target population due to lose Medicaid coverage will be moved to the
new FP eligibility category and will become eligible for waiver services. Existing
FMMIS edits will control the quantity of family planning services provided to any
individual. FMMIS reports will be requested in order to monitor participationin the
waiver program and the servicesprovided. The State will provide to HCFA on a
quarterly basis the number of eligible member/months for demonstration participants.
The State will also comply with HCFA’s requirement to provide expenditure data on the
HCFA Form 64.

The confidentiality of recipients of family planning waiver services will be maintained as
it is for all other Medicaid services. Florida’s Medicaid Provider Reimbursement
Handbook states that all information about Medicaid recipients is confidential under
federal law. Information cannot be released without the patient’s written consent unless
the provider is billing a third party or releasing the information to a billing agent. Billing
agents must adhere to all federal and state confidentiality requirements. The State places
restrictions on the release of any information about AIDS testing and treatment, and
sexually transmitted diseases (STDs). A signed release must state what specific
information the patient is giving permission to release. General medical releasesare not
allowed. A parent or guardian cannot be informed of the dependent’s medical care
related to AIDS or STDs without the dependent’s written permission. This information is
also contained in the Florida Medicaid Provider Reimbursement Handbook.




A plan outlining outreach strategies and related activities.

AHCA and DOH will work jointly to build on existing public awareness effortsto
promote family planning services. The Department of Health will create a Public
Awareness Task Force that will include AHCA and other organizationsinvolved in
family planning servicesthroughout the state. The Task Force will facilitate the support
and collaborationof other involved agencies and programs and serve as the guiding force
in the furtherrefinement and development of the public awareness activities. DOH and
AHCA will contract with the University of South Florida College of Public Health (USF
COPH) to coordinate the task force organization and meetings.

The Medicaid systemwill be coded to generate notices to recipient women who are
losing their Medicaid eligibility. The notice will explain that the recipient is no longer
eligible for Medicaid but can continueto receive Medicaid coverage for family planning
services; the notice will also contain information about the family planning services
available.

DOH will contract with a professional advertising agency to develop the media
components of the outreach campaign. The contractor will use high visibility advertising,
radio and television and public service announcements. DOH and the contractor will
coordinate consumer testing through focus groups and other social marketing techniques;
outreach materials will reflect the cultural diversity of the state. Other elements of the

media campaign will include outdoor advertising, i.e., billboards, bus placards and
kiosks.

USF COPH, in collaborationwith AHCA and DOH, will also produce a video
teleconference to train DOH and AHCA staff and family planning providers about the
waiver servicesand how the program will operate. The video teleconference will be
broadcast live throughout the state with viewing sites conveniently located and time
allotted for questions and answers. DOH and AHCA staff will also make presentations
regarding the family planning waiver and services at conferencesheld for professional
organizations and associations that may have an interest in the waiver services.

AHCA and DOH will also promote public awareness/outreach activitiesthrough their
newsletters, quarterly staff meetings, provider letters and any other mechanisms that
provide outreach opportunities.

A comprehensive description of the enrollment and disenrollment process with
specifics on issuing identification cards.

Eligibility for Florida Medicaid is determined by the Department of Children and Family
Services (DCF), Office of Economic Self Sufficiency Services, in the 15DCF district
offices. When a Medicaid recipient is due to lose eligibility, a system-generated notice is .
mailed to the recipient giving the recipient notice of Medicaid termination.
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With this waiver, members of the target population, who are not eligible for Medicaid
coverage through another category, will also receive a notice sent by the Medicaid fiscal
agent informing them of their continued eligibility for family planning services. This
notice will include an explanation of the family planning services available to them.

A special eligibility category (FP) will be created in FMMIS to accommodate the target
population. Members of the target population due to lose Medicaid coverage will be
moved to the new eligibility category and will automatically become eligible for
extended family planning services.

Women deemed eligible for these extended services will retain their Medicaid
identificationcard. Providers will continue to use the eight-digit number on the front of
the Medicaid identification card to access the recipient’s file and verify eligibility.

Members of the target population will receive Medicaid coverage of family planning
services for two years after losing their regular Medicaid benefits. A woman eligible for
the waiver serviceswill be identified by procedure/diagnosis codesthat indicate she gave
birth, experienced a miscarriage, or had other termination of pregnancy paid for by
Medicaid within a two-year period prior to her losing Medicaid coverage. Any change in
family income or resources, whether reported or not while she is enrolled in the waiver
program, will be disregarded. Loss of eligibility will occur only when a woman moves
from the state, becomes pregnant or otherwise Medicaid eligible, or disenrolls.

Enrollment in the project will take place continuously throughout the duration of the
project.

The complaint, grievance, and appeal policies that will be in place at the State level.

Participants in the extended family planning servicesprogram will have access to the
same grievance procedures presently used by the Florida Medicaid Program.

The Fiscal Agent sends a brochure with a Medicaid ID card providing the recipient with
“hotline” phone numbers to report complaints. This brochure contains a telephone
number for complaints against health care practitionersand a number for complaints
against HMOs.

When the state’s Medical Quality Assurance Consumer Servicesreceives a call, staff
makes a determination of whether the complaint warrants an investigation. The Managed
Health Care Bureau of AHCA’s Division of Health Quality Assurance performs
investigations of quality of care complaints involving managed care organizations. This
bureau also manages the Statewide Provider and Subscriber Assistance Panel which
hears, mediates and troubleshoots consumer and plan grievances.
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Basic features of the administrative and management data system, enhancements,
capabilities, testing results and time elements.

The State will use FMMIS as a data source in the administration and management of this
waiver. FMMIS is a General Systems Design (GSD) compliant systemused by the state
of Florida for the payment of Medicaid claims. The system consists primarily of a claims
history file, an eligibility system and a reference system. The claims history file includes
all claims submitted to the state for reimbursement under the Medicaid Program. All
claims for physician services, hospitalizations, prescription drugs and all other Medicaid
program componentsreside in the history file. The eligibility system includes entries for
each person eligible for Medicaid services. This system provides information on the
periods and categories of eligibility as well as demographic data related to individuals
eligible for Medicaid. The reference system includes data on payment rates for various
Medicaid covered services. Physician fees, hospital reimbursement rates, and drug
pricing information are among the components of this system.

A description of the process for reporting demonstration expendituresand eligible
member/months.

AHCA will report waiver expendituresand eligible member/months as we would for any
1115waiver. AHCA will utilize the HCFA-37 form to estimate matchable Florida
Medicaid demonstration expenditures. AHCA will also submit the HCFA-64 form to
indicate actual Medicaid expenditures. We will submit both forms on a quarterly basis.
Waiver expenditureswill be tracked in FMMIS and will be distinguishable from non-
demonstration Medicaid expenditure estimates and actual costs. Waiver recipients will
have a special code associated with their enrollment in the waiver and all family planning
services they receive can be segregated from all non-waiver services.

A detailed implementation schedule.
Florida has already taken several steps to implement this waiver:

e AHCA initiated discussionswith the Florida Department of Health to implement
an advertising campaign to promote outreach strategiesand related activities. We
have formulated plans to reach both prospective recipients and providers.

e AHCA staff have prepared and amended a Client Service Request (CSR) to
operationally implement the waiver program. Our fiscal agent, Unisys, has
instituted the necessary programming and is testing their work.

e AHCA and DOH have worked with the University of South Florida, College of
Public Health (USF-COPH), Lawton and Rhea Chiles Center to develop protocols
to comply with HCFA’s waiver evaluation requirements.




. AHCA staff, in consultationwith DOH, has developed provider and recipient
notices informing them about the new extended family planning services.

August 1998

e

AHCA, DOH and COPH will finalize contractsto provide waiver outreach services.

DOH and AHCA will establish a Public Awareness Task Force that will collaborate with
other agenciesto facilitate the outreach campaign.

The COPH will develop radio, television and public service announcements to address
the family planning program and its services.

The COPH will develop brochures in English, Haitian/Creole and Spanish that are
targeted to women in need of family planning services.

The DOH and AHCA will provide training for DOH and AHCA staff about the extended
family planning services waiver.

AHCA will finalize provider letters that will inform all family planning providers about
the waiver program, its services, the profile of potential waiver candidates, how to verify
eligibility and how to file claims. The letters will be generated through the FMMIS.

The USF, COPH, Lawton and Rhea Chiles Center and AHCA will finalize the plans for
evaluating the program and for measuring budget neutrality.

September/October 1998

e

AHCA will generate notices through the FMMIS to the targeted eligible women advising
them of the availability of family planning services and how to obtain them.

AHCA and DOH staff and the Task Force will develop plans to further promote on-going
awareness of the waiver.

AHCA and DOH staffwill make presentations to provider and special interest groups and
professional organizationsabout the extended family planning services program.

The COPH and agency will begin collecting data to create the required reports for
evaluating both budget neutrality and the waiver hypotheses. The agency will submitall
required reports that will be due after the first quarter of implementation.




EVALUATION DESIGN
BACKGROUND

As provided for in Florida’s 1115 waiver applicationto extend family planning benefits
to post-partum women, the Agency for Health Care Administration (Agency) will
contract with the University of South Florida (USF) College of Public Health, Lawton
and Rhea Chiles Center for Healthy Mothers and Babies to design, implement and
evaluatethe waiver. The Center was established by USF Dean Charles S. Mahan, M.D.,
an internationally recognized expert in maternal and child health. While serving as the
State Health Officer, Dr. Mahan directed the design and implementation of the Healthy
Start Initiative for Governor Chiles and the Florida Legislature. In this role, he
recognized the need for program outside expertise to ensure that the program remained
on the cutting edge of servicesto women. This led Dr. Mahan to found the Lawton and
Rhea Chiles Center for Healthy Mothers and Babies to provide the technical oversight
and monitoring needed by the program.

The Center remains active in providing training and technical assistance to the Healthy
Start Coalitions. Sincethe coalitionswere formed, the percentage of low birth weight
babies has declined and for the first time in history the infant mortality rate is below the
national average.

One of the major ways the center has provided technical assistance is by providing
coalitions with data on outcome and other measures of performance. Since 1991, the
center has created a comprehensive data base that merges data on pregnancy outcome
fkomseveral sources. Medicaid eligibility data has been merged with vital statistics data
from birth and death records, Healthy Start Screening data, and Women Infant and
Children (participation data). Each year the center publishes data statewide data on
outcomes. County-specificdata are also available. Plans are underway to include
financial and Healthy Start service data. It is this rich data base which will serve as the
foundation for the evaluation of the family planning waiver.

The Center will be responsible for the following:

o Calculate baseline data on subsequent rates of pregnancy, interpregnancy interval,

and selected birth outcomes by payer for any second deliveries for post-partum
women losing eligibility for Medicaid using data available since 1991 from the
data base maintained by the provider where Medicaid eligibility data is merged
with birth certificate data.

o Determine pre-project costs of pregnancy, delivery and first year child care costs
for women delivering a second paid Medicaid birth who lost eligibility post-
partum.




e Conduct in-person interviews with post-partum women losing eligibility for
Medicaid to determine effectivenessof program outreach.

e Design and implement a client satisfaction survey that is statistically valid at the
95 percent confidence level with an accuracy of plus or minus 5 percent to assess
participants” knowledge of the program, attitudes toward family planning

experience of servicesreceived, and their perceptions of program strengths or
weaknesses.

¢ Conduct focus groups with women who become pregnant within two years of
eligibility for waiver servicesto determine what, if any, problems or barriers they
experiences in use of services,

e Designand implement a key informant provider survey that examines the extent
to which the project was implemented-as designed, service accessibility, service
quality, and needed changes.

e Test project hypotheses.

e Complete a written report at the end of each project year which includes: a)
demographic profile of project eligibles by when and extent to which they access
family planning services or not, b) comparison of waiver participants’ use of
family planning servicesto other Medicaid post-partum women, c) results of any
qualitative analyses conducted during the year, d) number of subsequent
pregnancies, interpregnancy interval, and birth status by payer of second delivery,
e) extent to which enrollment, service utilization and savings projections were
achieved, and f) any recommendations for improving project performance.

* Prepare a final evaluation report which addresses the initial evaluation plan as
approved by HCFA and the Agency and which at a minimum includes the
following: a) summary of the results of all qualitative analysis, b) profiles project
eligibles by when and extent to which they access family planning services or not,
c) compares project eligibles’ use of family planning servicesto the non-users, d)
number of subsequent pregnancies, interpregnancy interval, and birth status by
payer of second delivery, e) extent to which projected project savings were
achieved, ) estimate of the overall cost-benefit of the project, g) results of the
hypotheses tests, h) analysis of results by key demographic groups, and 1)
generalizability of findingsto other states.

The Center will convene an advisory group to review the data specifications and provide
overall guidance to the evaluation.




HYPOTHESES

The hypotheses described in Florida’s family planning waiver application have been
revised in response to the concernsraised by the Health Care Financing Administration
(HCFA). Therevised hypotheses are:

Hypothesis 1 The demonstration waiver will result in an increase in the annual
proportion of women giving birth under Medicaid who access
Medicaid-paid family planning services in Florida.

Hypothesis 2 The proportion of women in the target populationwho experience
repeat Medicaid deliverieswithin two years will decline.

Hypothesis 3 Women accessing family planning services under the waiver will
have a lower percentage of repeat deliveriesthan those who are
eligible for services under the waiver but who do not access
services.

Hypothesis 4 The waiver will result in a decrease in annual expenditures for the
costs associated with pre-natal care, delivery, newborn and first
year infant care expenditures for repeat Medicaid-deliveries.

Hypothesis 5 Savingsunder the waiver will exceed the cost of services provided.

Hypothesis 6 The waiver will result in fewer negative birth outcomes (percent
low birth-weight, percent very low birth weight, pre-term delivery
rate, neonatal mortality rate, post-neonatal mortality and infant
mortality) for women who do experience a repeat birth.

Hypothesis 7 The percentage of repeat Medicaid births to teens will decline
under the waiver.




DATA SOURCES
Quantitative Analvsis

Information for the evaluationwill primarily come from administrative data that is
collected by the Agency that is then merged with vital statistic information by the Center.
Data will be examined fiom 1991 through the end of the project for those items for which
the Center has already collected data. Data are available on Medicaid eligibility status,
birth outcomes, previous births and interpregnancy interval. A copy of the Center’s last
report on Medicaid data is attached to provide baseline data for the entire Medicaid
population. In additionto these data, Medicaid will provide claims data related to
pregnancy, delivery, family planning, and newborn and first year infant data to the Center
for the year prior to the project and for each subsequent project year. These data will be
merged with the existing data base for evaluation purposes.

All reports will be by the total Medicaid population served, eligibility category, provider
type for initial pregnancy, use of family planning services and age. Age groups will be
less than 19; 19to 34 and greater than 34.

Profiles of eligibleswill be completed. Users of post-partum family planning services
will be compared to non-users to determine if there are any differences in terms of age,
race, or location. Users will be examined by time between delivery and first family
planning visit, extent of family planning participation, type of family planning chosen
and cost of services provided.

These data will also be the primary source for testing project hypotheses. A complete
descriptionof how the data will be analyzed to test each hypothesis is discussed in the
next section.

Qualitative Analvses

Several qualitative analyses will be conducted to assist in ensuring that the project is
implemented as intended. These analyses are as follows:

1. In-depth interviewswith a small sample of eligible recipients

During the first year of the project in-depth interviews will be conducted with
approximately 100 individuals eligible under the waiver. Approximately half of
those interviewed will have accessed services and half will have not. Interviews
will be held in at least two districts. Respondents will be selected as if they were
to participate in a focus group. Eligibleswill be selectedto ensure a diversity of
age groups, and input from minorities and those for whom the primary language is
Spanish.




In-depth interviews were selected over focus groups as it was felt that issues to be
covered were too sensitive for people to be open in a focus group. Interviewswill
provide informationto help design the satisfaction survey and cover:

o knowledge of the program’s availability,
e attitudetoward family planning,
o attitudetoward Medicaid service providers,
e reasons for accessing or not accessing services,
e appropriatenessof outreach materials, and
e any barriersto services.
2. Client survey

During the second year of the project a random sample of eligiblesunder the
waiver will be contacted by telephone to determinetheir knowledge, access, and
satisfaction with services. At a minimum, 460 surveyswill be conducted. The
survey sample will be accurate at plus or minus 5 percent at the 95% confidence
level. A minimum response rate of 50 percent will be achieved.

The sample will be randomly selected from the file of those eligible for family
planning services under the waiver. After the sample is selected, the Agency will
obtain and provide to the Center the most current address and phone number for
the recipient from the Medicaid eligibility file. 1f there is no telephone number
listed or if one of the first two attemptsto reach the recipient by phone determine
that the number is not valid and information cannot provide an updated telephone
number, a written survey will be mailed to the recipient. Recipientswho
complete the survey will receive an incentive to complete the survey. Incentives
may be up to $5 in cash or coupons for free diapers or other goods. A minimum
of four attemptswill be made to contact recipients by telephone at varioustimes
of the day before the person is determined to be unreachable. Those sent a mail
survey will be sent a reminder survey within 30 days, if they have not responded,
provided the mail was not returned as undeliverable.

3. Focus groups with eligible recipients who become pregnant

During the third year of the project a minimum of three focus groups will be held
with individuals eligible for extended family planning services. Participantswill
include those who accessed family planning servicesand those who did not.
Focus groups will be held in at least two districts. The focus groups will be
designed to ensure appropriateinput fkom racial minorities and those for whom
the primary language is Spanish. The primary purpose of the focus groups will be
to determine any barriers experienced with accessto services, including
understanding of program availability.




Focus groups will consist of 8 to 12recipients. Groupswill be moderated by a
trained professional and held in facilitiesdesigned for focus groups. Recipients
will be provided incentive to participate. All sessions will be recorded and
possibly video taped.

4, Key informant survey

In the fourth year of the project a key informant survey will be mailed to a sample
of providers of family planning services, advocates, Healthy Start coordinators,
physicians providing delivery and post-natal services under Medicaid, workers in
Florida’s welfare reform program (WAGES) and members of local WAGES
boards. The purpose of this survey is to obtain their assessment of:

the extent to which the project was implemented as designed,
implementation problems,

service accessibility,

service quality, and

recommended changes.

PROPOSED METHODOLGY FOR TESTING THEHYPOTHESES

Hypothesis 1 The demonstrationwaiver will result in an increase in the annual
proportion of women giving birth under Medicaid who access
Medicaid-paid family planning services in Florida.

The Medicaid program will provide claims datato the Center on all women giving birth
in the year prior to the waiver and for each year of the waiver. This information will be
added to the data the Center already obtains on eligibility for Medicaid, which is merged
with birth certificate data. The claims informationwill include data on family planning
services provided, family planning supplies and tests. A person will be considered to
have accessed a family planning service if they had a paid claim for a family planning
service, supplies, or tests anytime during the year following delivery. Those having a
tubal ligation during the delivery will be excluded from the analysis.

For the year prior to the waiver, the center will calculate the percentage of Medicaid
women who lost their eligibility for Medicaid within one to three months fiom delivery
who accessed family planning services in the year after delivery. The rate will also be
calculated for those remaining Medicaid eligible. After implementation of the waiver,
the rates will also be reported by:

o those eligible for extended family planning benefits through the waiver and
regular Medicaid,
o eligibility category at the time of birth,




e service delivery program at birth (i.e., Health Maintenance Organization or
MediPass),

e agegroup of the recipient, and
region.

When sufficient time has elapsed, rates will also be calculated for those who accessed a
family service within two years of delivery.

For those receiving a service, the average length of time between delivery and the first
claim for a family planning service will be determined for each group. Data will also be
presented by the percent accessing family planning servicesby each month after delivery.
Rates of access will also be calculated by the percent that receive family planning
services beyond an initial visit. Rates of continued accesswill be examined by family

planning provider type (county health department, family planning clinic, rural health
clinic, and private provider),

The same methodology will be followed for each subsequent year of the demonstration.
Data will be collected on all Medicaid groups as it is anticipated that outreach for the
waiver may have the side effect of increasing participation for other groups as well.

In addition, the characteristics of those that access family planning serviceswill be
compared to those who do not to determine if there are significantdifferences in
penetration by age, race or gender. Users of post-partum family planning serviceswill be
compared to non-users to determine if there are any differences in terms of age, race, or
location. Users will be examined by time between delivery and first family planning

visit, extent of family planning participation, type of family planning chosen and cost of
services provided.

Hypothesis 2 The proportion of women in the target population who experience
repeat Medicaid deliveries within two years will decline.

In the first year of the project, the Center will calculate baseline data from the merged
birth certificate and Medicaid eligibility file. For each year, startingin 1991, the Center
will first determine the number of women who had a Medicaid paid birth in that year who
lost eligibility for Medicaid within two to three months of the birth (target population).
These women will be tracked against the merged birth certificate and Medicaid eligibility
file for two years to determine if they had a subsequent birth. Rates of repeat births will
be reported for each year's cohort for one and two years after birth. Rateswill be
reported for the target population as well as for those Medicaid women who do not lose
their eligibility immediately after the baby's birth. Rateswill also be calculated for the
following sub-groups: eligibility categories at birth (AFDC or SOBRA), race, and age.

Each year, an additional year of data will be provided. Data on the waiver population
will start to be available during the third year of the evaluation. Characteristics of those
having a subsequent birth will be compared to those that do not for the target population.




Hypothesis 3 Women accessing family planning servicesunder the waiver will
have a lower percentage of repeat deliveries than those who are
eligible for servicesunder the waiver and who do not access
services.

Starting in the third year of the waiver, rates of subsequent deliverieswithin one and two
years of initial eligibility will be calculated for those accessing family planning services
under the waiver and those that do not. Rateswill be presented by age cohort. Fertility
varies by age, and utilization of family planning services may also vary by age.

To complete the analysis, data from the claims file as described under hypothesis 1 will
be merged with the data on subsequent births for the waiver population. Rates will also
be presented by the two definitions of access described in hypothesis 1.

A multivariate model (logistic) is currently being developed to predict adverse pregnancy
outcomes using the merged data set created by USF. For the final report, it is anticipated
that variables used for this model will be incorporated into a multivariate analysisto
determine which factors are related to a woman in the waiver having a subsequent birth.
Use of family planning serviceswill also be included as an independent variable.
Analysis will be limited to women for whom two years of post-partum data are available.

Hypothesis 4 The waiver will result in a decrease in annual expenditures for the
costs associated with pre-natal care, delivery, newborn and first
year infant care expenditures for repeat Medicaid-deliveries.

Medicaid will provide the Center with all claims data related to pre-natal care, delivery,
newborn and first year infant care for the year prior to the waiver and for each year of the
waiver. In the first year of the project, the Center will calculate the following pre-waiver
costs:

total expenditures for the identified services
total expendituresfor the identified services by eligibility group
total expenditures for the identified services for births in that year which
represented a repeat Medicaid birth. To be considered a repeat Medicaid birth,
the women must have had a Medicaid-financed delivery in the prior two years.

o total expenditures for the identified services for births in that year which represent
a repeat Medicaid birth to a women who had lost eligibility within two-three
months of the previous delivery (target women).

Each subsequent year the same information will be calculated. In addition, expenditures
for the identified serviceswill be calculated for those women served by the waiver who
have a subsequent birth during the year. By the third year of the waiver, it is not
anticipated that there would be any expenditures for the fourth category.

To determine if subsequent year total expenditures for repeat Medicaid births are
significantly lower under the waiver, expenditureswill be adjusted for cost increases.




Two different methods will be used to adjust costs. One method will use the health care

cost index. The other will adjust expenditures based on the average Medicaid annual cost
increase per recipient for the identified services.

The probability of having a repeat birth is related to size of caseloads in the previous two
years. Data indicatethat the number of Medicaid-paid births is declining. Thus,
sensitivity analyses will be conducted to determineto what extent any decline in
expendituresis due to declining caseloads unrelated to the waiver. For example,
expenditureswill be adjusted by the difference in size of caseload. The caseload two
years prior to the baseline year's expenditure will be compared to the caseload two years

prior to expenditures for the comparison year and the percentage difference used to adjust
total expenditures.

Hypothesis 5 Savings under the waiver will exceed the cost of services provided.

First, Medicaid costs of serving the waiver clientswill be calculated from the claims
history for each year. If a waiver client has a subsequentbirth within two years, all
Medicaid expenditures for pre-natal care, delivery, newborn and first year infant care
expendituresrelated to that birth will be captured by the year in which they occur. The

costs will be added to the cost of family planning servicesto obtain the cost of services
provided.

Next, costs of services without the waiver will need to be determined. These will be
obtained as follows:

L. The expendituresfor pre-natal care, delivery, newborn and first year infant
care expenditures in a year for waiver clients as determined above will be
divided by the number of waiver clientswith a subsequent delivery in the
year to obtain an average cost per delivery for the year.

2, The number of eligibleswho would have had a pregnancy in the year
without the waiver will be calculated. Thiswill be determined by
multiplying the rate of repeat births found for the target population in the

year prior to the waiver (using comparable time periods) to those eligible
under the waiver.

3. This rate would be multiplied by the average cost found in 1to determine
costswithout the waiver.

The amount of savings would then be the difference between costs of services in the
waiver and costs as calculated above.

As a check on these calculations, total expenditures for pre-natal care, delivery, newborn
and first year infant care expenditures to target women in the year prior to the waiver will
be compared to total expendituresin the third year and subsequent years of expenditures




for waiver eligibles. Expenditures would be adjusted for increases in cost and changes in
caseload as discussed in hypothesis 4.

Hypothesis 6 The waiver will result in fewer negative birth outcomes (percent
low birth-weight, percent very low birth weight, pre-term delivery
rate, neonatal mortality rate, post-neonatal mortality and infant
mortality) for women who do experience a repeat birth.

Baseline data will be calculated in the first year of the project. The incidence and rate of
negative outcomes for repeat births for the target population (described in Hypothesis 1)
will be calculated for each year’s cohort starting with the 1991 cohort. The ratewill be
the incidence of each negative event over the two-year tracking period divided total
number in the cohort. Rates will be similarly calculated for additional years and the
waiver eligibles, as data become available.

The rate of each negative outcome will also be reported for repeat Medicaid deliveries in
each year. Characteristicsof those individualswith subsequent low birth weight babies
will be compared to individuals with normal birth weight babies.

For the final report, the multivariate model developed to predict adverse outcomes will be
applied to data for the waiver population. Access to family planning services will be
included as an independent variable.

Hypothesis 7 The percentage of repeat Medicaid births to teens will decline
under the waiver.

During the first year of the evaluation, baseline data on the rate of repeat Medicaid births
to teens will be calculated startingwith 1993. A Medicaid birth to a teen will be
considered a repeat birth if the teen gave birth within the previous two years according to
the merged birth certificate and Medicaid eligibility file. Teens for this analysis will be
anyone giving birth who is age 18 or younger at the time of the birth. Each year an
additional year will be calculated. Overall rates will be examined as it is hypothesized
that the outreach efforts for the waiver will result in more teens accessing family planning
services.

To determine if the waiver is responsible in part for any decrease in repeat Medicaid
births to teens the following analysis will be conducted for the final report. The rate of
participation in the waiver will be calculated for teens giving birth for each year of the
waiver. Rates of repeat births to teens eligible for waiver serviceswill be calculated over
all and by whether the teen accessed family planning services. The percent of teens with
a Medicaid birth who access family planning services within the year following birth will
be calculated for each year of the waiver and for a year prior to the waiver. Teenswith a
repeat Medicaid birth will be compared to those without a repeat birth in terms of
demographic characteristics.
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Maternal and Infant Health Status Indicators for Florida 1991-1995

STATE OF FLORIDA

There has been an improvement in the health status indicators among both the Medicaid and non-Medicaid funded
pregnant women and infants in Florida over the period from 1991 to 1995. For many indicators, the degree of

improvement for Medicaid recipients has been greater than for the non-Medicaid population. Among the important
findings are:

e the number of Medicaid funded deliveries increased as expected with increases in Medicaid eligibility;

e the infant mortality rate declined for both Medicaid and non-Medicaid deliveries, with the greatest decrease
appearing within the Medicaid population;

e theaveragenumber of months between pregnancies increased for Medicaid recipients by about20%, compared to
a 6% increase among non-Medicaid recipients;

e the percentages of low birthweight (Ibw) deliveries funded by Medicaid declined slightly, while the non-Medicaid
funded lbw deliveries decreased from 1991to 1992then increased slightly each year thereafter;

¢ rates for Medicaid funded deliveries to teens continually declined from 1991to 1995;

o the percentage of cesarean deliveries declined statewide between 1991and 1995, but not among Medicaid recipients.

had interpregnancy intervals which were

25 -

1991 1992 1993 1994 1995 L
Medicaid 65078 73453 83007 84034 79960 | Number of Deliveries 1991-1995
Non-Medicaid 118107 108778 100395 97054 99208 1200000 -
Total Statewide 184085 182231 183402 181088 179177 175000 & A x = %
Even though Florida experienced a decrease of °°%°"~
almost 5,000 deliveries from 1991 to 1995, the {125000 g -
percentage of births to Medicaid recipients increased :100000 - = - —- u
during this time period, in part reflecting changes  7so00 - - - hd ag
in the Medicaid eligibility requirements. Thirty-five soooof
percent of all deliveries were funded by Medicaid in )
1991, compared to 45% in 1995. 25000 -
0 e -
1991 1992 1993 7994 19€5
1991* 1992" 1993 1994' 1995 T
Medicaid 26.73 28.04 30.06 0.5 2.0 Average Interpregnancy Interval 1991-1995
Non-Medicaid ~ 35.53 36.15 36.79 37.3 37.82 | 0. (Months)
Total Statewide 32.32 32.82 33.73 34.21 35.08 45 -
The average number of months between pregnancies ; 40; = = = —
expanded for Medicaid clients by about 20%between | *° = = - ]
1991and 1995. While non-Medicaid funded women | -

significantly (p < 0.01) greater than those funded by
Medicaid, the average length between pregnancies
increased by only 6% during this same time period.

Please Note:

*  p g 0.01 Medicaid vs Non-Medicaid in the indicatedyear
+  p s 0.05 Medicaid vs Non-Medicaid in the indicated year
be any indicator with n < 5 has been omitted

20 5
15?

10 SR
1991 1992 1993 1994 1995

+  Medicaid
&  Non-Medicaid
A Total Statewide

These statistics represent deliveries to women identifiable by Medicaid status. For this reason, data representing women with missing
identifier (social security number) and multiple births other than the initial delivery are omitted.

rhe Lawton and Rhea Chiles Center for Healthy Mothers and Babies
1




Maternal and Infant Health Status Indicaters for Florida 1991-19935

STATE OF FLORIDA

1951' 1992° 1933* 1954° 1995

Infant Mortality 1991-1995 Medicaid 761 732 847 819 716

(per 1000 deliveries) Mecicaid % 1153 967 1020 97% 895

e Nen-Mecicaid 731 715 571 370 508

12 Nen-Megicaid % 6.19 657 £33 587 513

10 “‘\;7 + ——— Totz! Statevade 1492 1447 1418 1389 122%

o A& N . ) ¢ Tota! Stalewide % 8.10  7.94 773  TE7 6.8+
o s R i R -

R T Infant mortality rates were lower in 19935 than in

1991 for both the study popularions. The percent
2 decrease was greater for the Medicaid population at
0 = - " 22.49%, than for the non-Medicaid population ai
1391 1992 1993 1954 1895

17.1%.

) 1991 1992 1993 1984" 1995"
Neonatal Mortality 1984-1995 Medicaid NA NA NA 477 41
(per 1090 deliveries) Medicaid Rate N/A  MA  NJA 568 514

Nor-Meaicaid /A NA NA 497 346
6« Non-Medizaid Rata /A NIA NiA 433 2
[ — — Total Statewide N/A  NA  NA 834 757
4 =k, Total Starevide Kale NA NA NA 424 422
) —~ Data no: available 1681-1992. Neonatai and Post-neonatal
* Mortaiity do . equal the sum of infant Morality due to

- russing cala.

There was a decrease between 1994 and 19935 for
¢ - - borh Medicaid and non-Medicaid populations, with
T8 i9es the non-Medicaid popuiation rate decreasing mare

e R then that of the Medicaid population.
T e 1991 1092 1093 1994 1995
Pest-necnatal Mcrtality 1984-1995 edicaid NA NA NA 327 397
(per 100D deliveries) Medicaid Raie NJA  NA NA 388 376

hon-Mediczid N/A  NiA NA 143 162
& Nen-Mecicaid Rate NA  NA  NA 147 1563
. Tota! Statewide NA  NA  NA 470 463

b ¢ Towal Statewide Rate  NA  NA  NA 250 258
> A Data rict available 19¢1-1963. Neonatal an3 Pas-neonatal
2 - Martality do not equal the sum of Infant Mortality due to
. v 2 & missing data.
o Although the post-neonatai mortality rate decreased
1994 1995 from 1994 to 1995 for the Medicaid funded

Please rote:

o
=
A

tedicaid
Ncn-Medicaid
Total Statewide

o+ o«

any indicator with n s 5 has been omitted

population, the rate for ihe non-Medicaid population
increased.

p < 0.01 Medicaid vs Non-Medicaid in the indicated year
p ¢ 0.05 Medicaid vs Nun-Medicaid inthe indicated year

These statistics represent deliveries to women identifiable by M edicaid status. For this reason, data represcnting women with missing
wientitier (social sczurity number) and muiltiple tirths othe: than the initial delivery err omiited.

The Lawton and Rhea Chiles Center for Healthy Mothers and Rabies
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Maternal and Infant Health Status Indicators for Florida 1991-1995

STATE OF FLORIDA

1991 1992' 1993 1994 1995

Medicaid 6156 6575 7239 7471 6950
Medicaid % 933 895 872 889 8.69
Non-Medicaid 6416 5844 5447 5381 5636

Non-Medicaid % 543 537 543 554 568
Total Statewide 12572 12419 12686 12852 12586
Total Statewide % 6.83 6.81 692 710 7.02

l

©
L

(per 100 deliveries)

Low Birthweight 1991-1995

The percentage of Ibw deliveries for Medicaid
recipients declined slightly during each of the five
years examined. Medicaid recipients had
significantly more Ibw infants than non-Medicaid
recipients. For non-Medicaid recipients, the
pertl:gggage of Ibw babies began increasing slightly
in :

¢

I

L B d

| B K 2

1991 ' 1992

1993

1994

1995

1991" 1992" 1893* 1994 1995

Medicaid 1213 1282 1361 1404 1333
Medicaid % 184 175 164 167 167

Non-Medicaid 1196 1133 1027 1029 1032
Non-Medicaid % 101 104 102 106 104

Total Statewide 2409 2415 2368 2433 2365
Tolal Statewide % 131 133 130 134, 132

(per 100 deliveries)

Very Low Birthweight 1991-1995

Statewide, the percentage of babies born at vibw
changed little over this time period. Although the
percentages of vibw deliveries improved slightly for
Medicaid recipients, the actual number of these
Medicaid-funded deliveries increased, reflecting the
increase of Medicaid supported deliveriessince 1991.

L

Od e

-
=
|

1991 1992

1993

1994

1905

1991' 1992' 1993 1994' 1995
6722 7394 8066 8137 7655
Medicaid % 10.19 10.07 9.72 9.68 957
Non-Medicaid 7990 7548 6981 7071 7313
Non-Medicaid % 677 694 695 729 737
Total Statewide 14712 14942 15047 15208 14968
Total Statewide% 799 820 820 840 835

Medicaid

the five years, by a total of 6.1%. By contrast,among
non-Medicaid funded deliveries, there was an
increase in each of the five years, with 1995 being

of the pairwise years were statistically significant.

Please Note:
¥ p 5 0.01 Medicaid vs Non- Medicaid in the indicated year

+  p< 005 Medicaid vs Non-Medicaid in the indicated year
¢+ any indicator with n < § has been omitted

12 +
10

(per 100 deliveries)

Preterm Deliveries 1991-1995

ill L 3

4~ 8 A

11

i |

| pl 4

4  Medicaid
®  Non-Medicaid
A Total Statewide

These statistics represent deliveries to women identifiable by Medicaid status. For this reason, data representing women with missing
identifier (social security number) and multiple births other than the initial delivery are omitted.

{ue »i~n and Rhea Chiles Center for Healthy Mothers and Babies
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Maternal ana tnfant Health Status indicators tor Florida 1931-1995

STATE OF FLORIDA

1991~ 1992" 1093' 1994* 1995

Cesarean eliverios 1991-1995 Medicaid 12713 14856 16614 16732 15630
(per 100deliveries) Medicaid % 19.27 20.23 20.26 19.92 19.55
40 Non-Medicaid 31226 28680 25261 23350 231C8
Ncn-Medicaid % 26.44 26.37 25.16 24.05 2329
3c . Tota Slzlewide 43939 43536 42075 4CCEY 3873E
= ".-_ —n 2 n Total Statewide % 23.27 23.88 2294 2214 2182
20 g » ~ = 2
The percentage of cesarean. births to Medicaid
10 recipients increased slightly from 1991(19.3%) to
1993 {20.3%), then began aslight decrease to 19.6%
g T DB ——— in 1935. For Non-Medicaid recipients, there has
1994 1992 1993 1994 1988 been a steady decrease during each of the five years
o (from 26.4% in 1991to 22.3% in 1995),
1991 1092 1993' 1094' 995"
Healthy Start Prenatal Screen: Medicaid N/A N/A 47697 36697 48050
Total Screened 1993-15¢5 Medicaid % NIP.  N/A 57.46 57.95 60.C9
(per 10G defiveries) Nor,-Medicaid NA  N/A 15232 43389 16768
g0 Non-Medicaid % NA  NA 1517 1431 16.50
Tota' Statewide N/A~ N/A 62529 62586 64813
% 4 < + Total Statewide % N/A N/A 3431 34.56 36.18
” Screen no! available 1591, Program oegan April 1982,
- b Fifty-seven percent of zll Medicaid recipients
o = W received the HS Prenatal Screen in 1993, the first
. . full year of screening, increasing to over 60% in
Jeea 1504 1895 1993. About 15% of ali non-Medicaid recipients
were screened in 1993, compared 1o 17% in 1995.
1991 1992 1983* 1004' 1ggs
Healthy Sart Prenatai Screen: Medicaid N/A NIA 25051 25472 23365
Not Offered $93-1955 Medicaid % N/A  NIA 3012 30.31 29.24
a9 - (per 100 delveties) Non-Medicaid N/A  N/A 61330 57052 57958
Non-Medicaid % NIA N/A 51,15 58.78 58.42
60 E— ] & Tclal Statevide N/A  NIA 85441 2524 81341
. Total Statewide % N/A N/A  47.13 45.57 45.40
40“? * t Screen notavailable 1991. Program began Apn: 1392.
¢ ¢ * Of the Medicaid recipients who delivered in 1993,
20 - 30% were not offered the HS Prenatal Screen, a
percentage which remained relatively constant for
o oo oo the following two years. Ninety-five percent of the
- Non-Medicaid recipients who delivered in 1993
- were not offered the Screen, compared to 58% in
: 1395.
Plcase Note: .
¢ Medicaid ps 001 Medicaid vs Nan-Medicaid in the indicated year
#  Non-Medicaid +  ps 0.05Medicaid vs Nan-Medicaid in the indicated year
A Total Statewide be any indicator with n s 5 hkas been omitted

These statistics represent deliveries to women identifiable by M edicaid status. For this reason, data representing women with missing
identifier (social security number) and muitipie births other than the initial delivery are omitted.

The Lawton and Rhea Chiles Center for Healthy Mothers and Rabies




Maternal and Infant Health Status Indicators for Florida 1991-1995

STATE OF FLORIDA

1991 1992 1993 1994* 1995°

Medicaid N/A NIA 10261 9869 8552 Healthy Start Prenatal Screen:
Medicaid % N/A_ NIA 17.70 16.85 15.11 Refused 1993-1995
Non-Medicaid NIA  NIA 23775 26114 24305 80 - (per 100 mthers offered HS Screen)
Non-Medicaid % N/A_ N/A 60.95 65.28 58.92

Total Statewide N/A  N/A 34036 35983 32857 -

Total Statewide % N/A N/A 3510 36.51 33.58
Screen not available 1991. Program began April 1992.

Eighteen percent of the Medicaid recipients who |
were offered the HS Prenatal Screen in 1993 refused 20 4
it, compared to 15% who refused in 1995. For non- !
Medicaid recipients, the percentage of those who 0
refused the screen when it was offered decreased 1993 1994 1995
from 61% in 1993to 59% in 1995.

»

1991 1992 1993" 1994" 1995" !

Medicaid NIA NIA 23930 24003 23882 Healthy Start Prenatal Screen:
Medicaid % NIA_N/A 5017 49.29 49.72 . High Risk 1993-1995
Non-Medicaid NIA N/A 3732 3683 4297 (per 100 mothers consenting to HS Screen)
Non-Medicaid % N/A  N/A 2450 2652 2536 . 60~
Total Statewide N/A NJ/A 27662 27686 28179 | s . .
Total Statewide%  NIA N/A 43.96 44.24 43.37 45 A
Screen not available 1991. Program began April 1992.

30
The percentages of mothers whose HS Prenatal »
Screen indicated that they were at high risk decreased 15 | - =
slightly from 1993to 1995, a pattern which occurred
in both the screened Medicaid and non-Medicaid 0
populationsl 1993 1994 1995

1991 1992 1993* 1994* 1995'

Medicaid NIA  NIA 13926 12026 15451 Healthy Start Infant Screen:
Medicaid % N/A__ NIA 1818 1520 21.00 Refused 1993-1995
Non-Medicaid NIA  NIA 33910 27080 35900 50 (per 100 mothers offered HS Screen)
Non-Medicaid % NIA __NIA 38.00 29.68 38.33 T
Total Statewide N/A  NIA 47836 39106 51351 40 ;
Total Stalewide % N/A__NIA_ 28.85 2296 30.70 | , T\\\.//- 1
Screen not available 1991-1992. +%0 ‘\V/_‘ :
Eighteen percent of the Medicaid recipientswho had | ?° e
delivered in 1993 refused the HS Infant Screen, 10 X
increasing to 21% in 1995. The refusal rate of _ ‘
mothers whose deliveries were not supported by % s 1094 1095
Medicaid was 38% in 1993, decreasing to 30% in [

1994, and increasing to 38% in 1995.

Please Note:

p < 0.01 Medicaid vs Non-Medicaid in the indicatedyear ~ 4  Medicaid
+ p < 0.05 Medicaid vs Non-Medicaid in the indicated year ®&  Non-Medicaid
+  any indicator with n s 5 has been omitted A Total Statewide

These statistics represent deliveries to women identifiable by Medicaid status. For this reason, data representing women with missing
identifier (social security number) and multiple births other than the initial delivery are omitted.

The Lawton and Rhea Chiles Center for Healthy Mothers and Babies
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Maternal and Infant Health Status Indicators for Florida 1991-1995

STATE OF FLORIDA

Healthy Start Infant Screen:
High Risk 1993-1995

(per 100mthers consenting to HS Screen)

w»
q
| 3

1923 1994

1991 1992 1943" 194" 195°

Medicaid NIA  NIA 14479 13891 12842
Medicaid % N/A NIA 1744 18.53 15.06

Non-Medicaid N/A  N/A 5859 5369 3657
Non-Medicaid % NIA NA 5% 55 573

Total Statewide NA N/A 20136 18260 13529
Total Statewide % N/A M 10.98 10.64 10.34
Screen not availabie 1691-1992.

Between 1993 and 1995, fewer Florida infants
screened by the HS Infant Screen were found to be
at high risk. For 1994 and 1995, the percentages of
screened Medicaid infants who uere high risk were
almost three times greater than the percentages of
screened non-Medicaid infants at high risk.

WIC Certified 1994-1995
(per 100 deliveries)

70
@

50 -
a0 .

30 A-
20 -
12 15

»

1994

1995

1991 1992 1993 194" 19%"

Medicaid NIA  NIA  N/A 49916 47719
Medicaid % N/A  N/A  N/A 59.40 59.67
Non-Medicaid N/A N/A NIA 9043 10922
Nor,-Medicaid % N/A NIA  N/A  9.32 11.08
Total Statewide NA  N/A NIA 58961 56711
Total Statewide % NIA  N/A NIA 2.5 3R2.77
Data not available 1991-1993.

Fifty-nine percent of the woemen whe were Medicaid
recipients in 1994 were WIC cerified, compared to
a slightly higher percentage (59.7%) in 1995. For
non-Medicaid recipients, the percentages of births
to those who were certified increased from 9 3% to
11% between 1993and 1995.

Deliveries o Blacks
(per 100 delveries)

»

v 1992 1993 1994

1995

Please Note:

¢ Medicaid *
x Non-Medicaid +
A Total Siatewide b

191" 1992° 193" 1984* 1995"
27054 29071 30834 25746 28064
41.00 3958 36.81 35.40 35.0¢
16386 13796 11937 11508 12209
Non-Medicaid % 13.87 1268 1139 1.8 12.31

Total Statewide 43440 42667 42571 41254 40573
Total Statewide % 23.60 23.52 B.21 2.78 22.43

Medicaid
Medicaid %
Non-Medicaid

The percentage of Medicaid funded deliveries by
Blacks was lower in 1995 than in 1991 by 14.2%.
Non-Medicaid funded deliveries by Blacks did not
show a consistent change over the five years;
however, the percentage of decrease during the study
period among this latter group was 11.2%.

p ¢ 0.01 Medicaid vs Non-Medicaid in the indicatzd year
p 5 0.05 Medicaid vs Non-Medicaid in the indicated year
any indicator with n s 5 has been omitted

These statistics represent deliveries to women identifiable by M edicaid status. For this reason, data representing women with missing
identifier (social security number)and multiple births other than the initial delivery are omitted.

The Lawton and Rhea Chiles Center for Healthy Mothers and Babies
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Maternal and Infant Health Status Indicators for Florida 1991-1995

STATE OF FLORIDA

1991* 1992' 1993 1994' 1995

Medicaid 11776 12122 13067 13292 12426

Medicaid % 1785 16.50 15.74 15.82 15.54

Non-Medicaid 4405 3671 3039 3187 4133
Non-Medicaid % 373 337 303 328 417

Total Statewide 16181 15793 16106 16479 16559
Total Statewide% 879 - 867 878 910 924

There was a 2.3% decrease in the number of
Medicaid-funded deliveries to teens from 1991 to
1995. The percentage of births to teens who were
non-Medicaid recipients decreased from 3.7% in
199110 3% in 1993, but rose to 4.2% by 1995.

Deliveriesto Teens< 18
(per 100 total deliveries)

1 1992 1993 1994

1995

1991' 1992* 1993* 1994 1995

Medicaid 18502 17188 16236 14966 13235

Medicaid % 28.04 2340 1956 17.81 16.55

Non-Medicaid 11214 7917 5746 5176 5244
Non-Medicaid % 949 728 572 533 529

Total Statewide 29716 25105 21982 20142 18479
Total Statewide % 1614 13.78 1199 11.12 1031

The percentage of deliveries to women with
inadequate prenatal care, according to the
Kotelchuck APNCU Index, decreased each year
between 1991 and 1995 for both Medicaid and non-
Medicaid funded populations, with a decrease
between the two years of 4 1% and 44%o respectively.

Inadequate Prenatal Care

Kotelchuck APNCU Index
(per 100 deliveries)

»

1955

i

1991 1992" 1993' 1994' 1995

Medicaid
Medicaid %

16290 17540 18075 17049 15666
2469 2388 21.78 20.29 1959

Non-Medicaid
Non-Medicaid %
Total Statewide
Total Statewide %

15755 12822 10265 8672 8142.
1334 1179 1022 894 821
32045 30362 28340 25721 23808
1741 16.66 1545 1420 13.29

Women reported less smoking during pregnancy,
with the percentage of those supported by Medicaid
reportinga significantdecrease each year of the study
period, for a total decrease of 20.7%. Among the
non-Medicaid group, there was a decrease from
13.3% to 8.2%during the same period, for a total
difference of 38.9%.

Please Note:
*  p < 0.01 Medicaid vs Non-Medicaidin the indicated year

+  p 0.05 Medicaid vs Non-Medicaid in the indicated year
+  any indicator with n 1. 5 has been omitted

Deliveriesto Women Who Reported

Smoking on the Birth Certificate

(per 100deliveries)
30 7

25 *

e S

>

$

20

15 - & L

»

107\"\l~

st

0
1991 1992 1993 1994

. 4 Medicaid

m  Non-Medicaid
A Total Statewide

These statistics represent deliveries to women identifiable by Medicaid status. For this reasnn, data representing women with missing
identifier (social security number) and multiple births other than the initial delivery are ~

The Lawton and Rhea Chiles Center for Healthy Mothers and Babies
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Maternal and Infant Health Status Indicators for Florida

Limitations of the Data

Limitations of this report worthy of noting:

Confidence in the Accuracy of the Data

The data contained within this report is based on Medicaid eligibility files, Medicaid HMO enroliment files,
and MediPass enrollment files supplied by the Florida Agency for Health Care Administration (AHCA), as
well as birth and death files supplied by Vital Statistics; Women, Infants and Children (WIC) Nutritional
SupplementProgram certificationfiles supplied by the Florida WIC office; and Florida Healthy Start files.
Although the files have been reviewed for reasonableness, the University of South Florida, Lawton and Rhea
Chiles Center cannot be responsible for the accuracy of these files.

Potential Discrepancies with Other Data Sets

The statistics within this report represent deliveries to women identified by Medicaid status. As a result,
data representing women with a missing identifier (social security number) and second and subsequentbirths
ofa multiple birth are omitted. For this reason, rates and percents found in this report will not match those
seen in other reports using all births to Florida residents as the denominator.

Interpretation of Trend Data |

For most indicators, Medicaid data is reported for 1991 through 1995. Trend data is useful for determining
the magnitude and direction of change; interpretations of trends may be made with more confidence as the
length of time for which data is available increases. When unexpected trends are discovered, it may be
useful to review data which goes back for a longer period of time Trends based on small numbers should
be interpreted with a great deal of caution.

Teen Births

Teen Birth data reflects the load on the health care system and should not be interpreted as a change in the
fertility pattern of adolescents.

Healthy Start: Prenatal Screen Not Offered
In cases where there was no record matched with a delivering mother’s social security number or a

combination of mother’s county of residence, date of birth, and part of her first and last name, it was
assumed that the Healthy Start Prenatal Screen was not offered.

The Lawton and Rhea Chiles Center for.Healthy Mothers and Babies




Maternal and Infant Health Status Indicators for Florida

Neonatal and Post-neonatal Mortality

Neonatal and Post-neonatal mortality rates were computed by matching death certificates wilh birth
certificates. This was made possible by the 1994 innovation of posting the death certificate number on the
birth certificate when the individual died in the first year of life. It is believed that these statistics are
somewhat understated because neonatal and post-neonatal mortality do not add up to the number of infant
deaths as computed by calculating the number of birth certificateswith the death flag.

Inadequate Prenatal Care Based on the Kotelchuck Adequacy of Prenatal Care Utilization(4PNCU) Index

Three relevant limitations to the APNCU Index are discussed here as they appear in An Evaluation of the
Kessner Adequacy df Prenatal Care Index and a Proposed Adequacy of Prenatal Care Utilization Index
(Kotelchuck, Milton. 1994 American Journal of Public Health. 84(9): 1414-1420).

1) The APNCU Index does not measure the adequacy of the content of prenatal care, rather the
utilization of prenatal care.

2) The Index is only as accurate as the data (the birth certificate) used to calculate it; inaccuracies in
birth certificate data, particularly for prenatal care and gestational age, have been well documented.

3) The APNCU Index does not adjust for the risk conditions of the mother, rather it is based on the
AGOG recommendations for women with uncomplicated pregnancies. As a result, the APNCU

Index produces a slightly conservative estimate of inadequate prenatal care utilization because it
underestimates the true need for prenatal care.

The Lawton and Rhea Chiles Center for Healthy Mothers and Babies




Maternal and Infant Health Status Indicators for Florida

Methods for Maternal and Infant Health Status Indicators for Florida 1995:
Statewide Report for Medicaid Managed Care
DRAFT

All analyses were completed using SAS, a proprietary statistical and data management program. Files
were obtained from Vital Statisticsfor Florida births 1991 through 1995and deaths 1991 through 1996.
Data for births which met any of the following conditions were eliminated from the study: 1j out-of-
state births (mother’s residence not Florida); 2) second and subsequentbirths of a multiple birth (only
the data for the first birth was retained); and 3) births with a missing identifier (social security number).

Births were matched to Healthy Start Infant Screen consents (supplied by the Florida Department of
Health [DOH]) using the birth certificate number. Births were matched io Healthy &t Prenatal
Screensaccording to the mother’s social security number or, if that failed, by the mother’s county of
residence, the mother’s date-of-birth, and the mother’s first or lastname. Women, Infants and Children
Program (WIC) data, compiled by the Florida DOH, were matched according to an algorithm similar
to that described above for the Healthy Start Prenatal Screens.

The date of conception was computed based on the date of last menses as indicated on the birth
certificate if present; if not, the last menstrual period date from the Healthy Start screen was used.
Otherwise. the conception date was based on the estimated gestational age as listed on the birth
certificate. If none of the above indicators were available, conception was computed as 270 days prior
to the birth date.

The data were then matched to the Agency for Health Care Administration (AHCA) Medicaid data files
by the mother’s social security number and divided into two categories: “Medicaid” or “Not Medicaid.
Those women who were registered by Medicaid (as indicated by data provided by AHCA) during their
period of pregnancy (date of last menses io delivery date) for 180 days or more or who were registered
on the date of delivery were placed into the “Medicaid” category.

Those who were placed in the “Medicaid” category were then matched with the AHCA HMO
enrollment files and MediPass enrollment files by the mother’s Medicaid number, which was taken
from the Medicaid eligibility file. They were then placed into one of three enrollment categories:
“Medicaid HMO,” “Medipass,” or “fee-for-service.” The qualification criteria for either “Medicaid
HMO” or “Medipass” were consistentwith ?herequirements for Medicaid registration: 180 days or
more of enrollment during pregnancy or delivery while enrolled. Those who were not classified as
either as “Medicaid HMO” or “MediPass” enrolled were then classified as fee-for-service by default.

The “Medicaid HMO Enrolled” category was also subdivided into two additional categories: 1) select
Medicaid HMO and 2) all other Medicaid HMOs for each of the Medicaid HMOs operatingin the State
of Florida during 1995 (provider numbers were supplied by AHCA) . Medicaid HMOs Wit less than
15 deliveries during 1995 were eliminated from the study. Theselected Medicaid HMO was then
evaluated by its two components: 1) “High Exposure” (enrollment for 180days or more) and 2) “Low
Exposure” (enrollment for less than 180 days and delivered while enrolled).

The rate, percent, or average (as appropriate) for the maternal and infant health status indicators were
then calculated for all the categories.
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Methods for Maternal and Infant Health Status Indicators for Florida 1991-1995

All analyses were completed using SAS, a proprietary statistical and data management program.
Files were obtained from Vital Statistics for Florida births 1991 through 1995 and deaths 1991
through 1996. Data for births which met any of the following conditions werc eliminated fiom the
study: 1) out-of-state births (mother’s residence not Florida); 2) second and subsequentbirths of a
multiple birth (only the data for the first birth was retained); and 3) births with a missing identifier
(social security number).

Births were matched to Healthy Start Infant Screen consents (supplied by the Florida Department
of Health [DOH]) using the birth certificate number. Birthswere matched to Healthy Start Prenatal
Screens according to the mother’s social security number or, if that failed, by the mother’s county
of residence, the mother’s date-of-birth, and the mother’s first or iast name. Women, Infants and
Children Program (WIC) data, compiled by the Florida DOH, were matched according to an
algorithm similar to that described above for the Healthy Start Prenatal Screens.

The date of conception was computed based on the date of last menses as indicated on the birth
certificate if present; if not, the last menstrual period date from the Healthy Start screen was used.
Otherwise, the conception date was based on the estimated gestational age as listed on the birth
certificate. If none of the above indicatorswere available, conception was computed as 270 days
prior to the birth date.

The data were then matched tu the Agency for Health Care Administration (AHCA) Medicaid data
files by the mother’s social security number and divided into two categories: “Medicaid” or “Nor
Medicaid.” Those women who were registered by Medicaid (as indicated by data provided by
AHCA) during their period of pregnancy (date of last menses to delivery date) for 180 days or more
or who were registered on the date of delivery were placed into the ““Medicaid’* category.

Therate, percent, or average (as appropriate) for the maternal and infant health statusindicatcrs were
then calculated for all the categories on a state and county level. When available, five individuai
years (1991-1995) of data were reported for the state of Florida and the seven Florida counties
(Broward, Dade, Duval, Hillsborough, Pinellas, Palm, and Orange counties) for which the
Department of Health conducts annual County Health Departmentreviews. For the remaining 60
smaller counties, data were reported on a three year rolling-average basis (1991-1993, 1992-1994,
1993-1995) except for those indicators for which less than five years of data were available.
Indicatorswith n <5 in a single year were not reported to protect confidentiality.

For counties in which five individual years of data were reported, significance (p < 0.05 and p <
0.01) was determined by comparing all indicator’s pairwise years (1991to 1992; 1992to 1993; 1993
to 1994;and 1994to 1995)as well as Medicaid indicators and non-Medicaid indicators using the
Chi-square test (except for “Average Interpregnancy Interval” for which the Studentt-test was used).
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Definitions of Payers

Medicaid: Recip'ie.nt was found td be Medicaid registered during her period of pregnancy (date

last menses to delivery date) for either 180 days or more or she was Medicaid registered on her
date of delivery.

High exposure: Recipient was Medicaid registered for 180 days or more at any time

during pregnancy (date last menses to delivery date). Days of enroliment are not required
to be consecutive nor must the date of delivery be included.

Low exposure: Recipient Medicaid registered for less than 180 days and greater than zero
days during pregnancy. Days of enrollment are not required to be consecutive but date of
delivery must occur while enrolled.

Medicaid HMO enrolled: Recipientwas found to be Medicaid HMO enrolled during her

period of pregnancy (date last menses to delivery date) for either 180 days or more or she was
Medicaid HMO enrolled on her date of delivery.

High exposure: Recipient was enrolled in a Medicaid HMO for 180 days or more at. any

time during pregnancy. Days of enrollment are not required to be consecutive nor must
the date of delivery be included.

Low exposure: Recipient was enrolled in a Medicaid HMO for less than 180 days and
greater than zero days during pregnancy. Days of enrollmentare not required to be
consecutive but date of delivery must occur while enrolled.

MediPass enrolled: Recipient was found to be MediPass enrolled during her period of

pregnancy (date last menses to delivery datej for either 180 days or more or she was MediPass
enrolled on her date of delivery.

High exposure: Recipient was enrolled in a MediPass for 180 days or more at any time

* during pregnancy. Days of enrollment are not required to be consecutive nor must the
date of delivery be included.

Low exposure: Recipientwas enrolled in a MediPass for less than 180 days and greater

than zero days during pregnancy. Days of enrollment are not required to be consecutive
but date of delivery must occur while enrolled.

Fee-for-Service: Recipient was Medicaid registered but did not qualify as either high or low
exposure enrollees for either Medicaid HMO or MediPass.
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Definitions of Indicators

"Deliveries: Total number of live births for the indicated year (1991 - 1995) to Florida/county
residents for which the delivery could be matched with a social security number on the birth
certificate; for multiple births, data was retained for the first infant born only.

Interpregnancy Interval: A continuous variable measured in months of the interval between the
termination of the most recent previous pregnancy and last menstrual date of the current pregnancy
as indicated on the birth. certificate (Last Menstrual Date - Date of the Most Recent Termination or
Date of Last Birth).

Infant Mortality: Infant reported deceased wWithin first year of life as indicated by infant death flag
on the birth Certificate.
Number of infant deaths X 1.000
Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries'

Neonatal Mortality: Deaths to individuals less than 28 days of age as indicated by infant death
flag on the birth Certificate.

Number of infant deaths age < 28 days x 1,000
Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Post-neonatal Mortality: Deaths to individuals age 28 days through 364 days as indicated by
infant death flag on the birth certificate.
Number of infant deaths ape > 28 and < 364 days x 1.000

Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*
Low Birthweight: Live births weighing less than 2500 grams as indicated on the birth
certificate.

Number of low wei
Number o f (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Very Low Birthweight: Live births weighing less than 1500 grams as indicated or: the birth
certificate.

ber Of very | it Live birt

Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*
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Preterm Delivery: Infants delivered between 20 and 37 weeks of gestation as calculated fiom date

of last menses (LMP) of the mother, if present on the birth certificate, or from the clinical estimate
of gestation if LMP missing from the birth certificate.

Number of infants delivered > 20 and < 37 weeks of gestation x 100
Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Cesarean Birth: Birth method reported as cesarean as indicated on the birth certificate.

| E eliveri
Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Healthy Start Prenatal Screex:

Total Screened: Mother screened vl the Healthy Start Prenatal Screen; Screen matched with
mother’s social security number or a combination of county of residence, date of birth, and part
of her firstand last name (Total Screened = Deliveries - [Refused +Not Offered]).

Number of mothers screened with the Healthy Start Prenatal Screen X 100
Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Not Offered: Mother presumably not offered Healthy Start Prenatal Screen since there was no
record matched with a delivering mother’s social security number or a combination of county

of residence, date of birth, and part of her first and last name (Not Offered = Deliveries - [To1al
Screened + Refused]).

Number of (Medicaid, Non- Medlcald ortotal as |nd|cated)dellver|es*

Refused: Mother’s consent was not given according to the Healthy Start Prenatal Screening

record and, therefore, risk status was not scored (Refused = Deliveries - [Total Screened+ Not
Offered)).

Number of mothers “offered"the Healthy Start Prenatal Screen

High Risk:” Four or more points scored on the Healthy Start Prenatal Screen.

| i I | high ris}
Number of mothers who consented to the Healthy Start Prenatal Screen
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Healthy Start Infant Screen:

Refused: Mother’s consent was not given according to the Healthy Start Infant Screening record
and, therefore, risk status was not scored.

Number of mothers who refused consent to the Healthv Start Infant Screenx 100
Number of mothers “‘offered”the Healthy Start Infant Screen

High Risk: Four or more points scored on the Healthy Start Infant Screen.

WIC Certified: Files were obtained from Women, Infants and ChildrenNutritional Supplement
Program (WIC) for those women certified by WIC during the relevant period. Files were matched

to birth records using social security number with date of delivery falling between WIC beginning
and ending dates.

Number of women who h live birth and were WIC certified during pregnancy X 16
Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Race of Mother: Black as indicated on the birth certificate.

Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Teen Deliveries: Births to adolescentsages 18and under.

Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*

Inadequate Prenatal Care: Proportion of women who received inadequate care according to the
Adequacy of Prenatal Care Unit Index (Kotelchuck APNCU Index) algorithm. Prenatal care

initiation begun in month 5 or later or less than 50 percent of prenatal care visits were received
(adjusted for gestational age).

Smoking Status: Women who reported smoking cigarettes on the birth certificate.

| E | . inqci
Number of (Medicaid, Non-Medicaid, or total as indicated) deliveries*
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